In this article, we provide an analysis of components shared by varying home-based family therapy (HBFT) practices and evidence-based models. Applying a consistent statewide standard for HBFT presents challenges for the training of therapists from varying disciplines, with different levels of experience, and from diverse agencies. We propose focusing on common components across existing evidence-based models and discuss the trainings developed to integrate those components. We address indications and contraindications for using an HBFT approach and illustrate ways to address the particular challenges of HBFT supported by a unique partnership in Kansas. We conclude by offering suggestions for further research and for continued training development.
Introduction
Clinicians have employed home-based family therapy (HBFT) practices since the 1980s. Whereas The family preservation model is based on a preference for leaving a child in the home while empowering families to be actively engaged in the therapeutic process. The model assumes that a child who is safe from neglect and abuse will fare better in the home than will one placed outside of the home. This preference provides the least restrictive environment and an opportunity for therapists and other human service workers to address issues affecting the whole family (Christensen 1995; Cortes 2004) . In this article, we address the specific types of training needed to prepare clinicians for effectively delivering HBFT.
A review of the HBFT-related literature to date reveals the use of several theoretical frameworks: a social ecological model, social learning theory, cognitive behavioral therapy (CBT), general family systems, functional family therapy, multisystemic therapy, structural-strategic family therapy, solution-focused family therapy, and family psychoeducation (Berg 1994; Boyd-Franklin and Bry 2000; Henggeler and Lee 2003; Lindblad-Goldberg et al. 1998; Sexton and Alexander 2000) .
Despite the use of diverse theoretical frameworks, models informing HBFT address five common components relevant to clinical practice in a family's home. These components include the environment and context, the family's roles and expectations, the therapist's roles and expectations, the therapeutic relationship, and the focus of clinical work. Each component influences the other components and the progress of therapy.
A social ecological lens (Bronfenbrenner 1979 ) provides a focus on the environmental and contextual components impacting the family and the therapy process. This lens broadens the scope beyond individual family members and the family as a whole. Consideration is given to physical and cultural contexts including, but not limited to the following: the family home, neighborhood, local and state agency policies and involvement, ethnicity, socio-economic status, and treatment history. A family's current and intergenerational experiences within those contexts influence the members' expectations of the therapy process and outcomes.
The therapeutic relationship between the therapist and the family members is defined and refined throughout the therapy process. However, joining, assessment, and contracting influence the trajectory of that relationship. The therapeutic relationship within the therapy office begins with the family accommodating to the therapist's familiarity with the clinical context. By contrast, in the family's home, that relationship begins with the therapist as the guest accommodating to the family's familiar environment. Cottrell (1994) describes varying degrees of anxiety a therapist may experience while visiting the home. Issues of safety, perceived lack of control over the environment, and the distances traveled to get to the family's home also produce a degree of anxiety, stress, and even burnout that the therapist must manage effectively to engage in the work while in the home (Adams and Maynard 2000; Christensen 1995) . ). However, none of the disciplines describes the competencies uniquely associated with using an HBFT approach. Training programs generally focus on preparing clinicians to provide therapeutic services in office-based settings (Christensen 1995) . HBFT therapists attempting to develop those competencies are often challenged with obtaining training after graduate school while they attempt to meet the competing demands of high caseloads and other agency responsibilities. Additional challenges arise as they attempt to apply their knowledge of evidence-based treatments while simultaneously adhering to both the protocols of manualized treatments as well as their agencies' policies, procedures, and expectations. Adaptations of an evidence-based model aimed at meeting competing expectations potentially undermine the principles of the model. Developing a state-wide training program that can be effectively applied across agencies, geographic locations, and varying client populations requires an overarching framework rooted in the evidence while also adaptable to unique contexts. 
The HBFT Partnership

Mission and Objectives
The mission of the HBFT Partnership is to provide an approach to training clinicians that addresses two priorities: explore and apply the best principles of current evidence-based practices while evaluating the impact resulting from participation in the training components on the clinicians' practice. The components are designed to support HBFT clinical practice. The objectives and principles guiding the development of each component include providing focused knowledge and skill development, prioritizing the use of supervision, facilitating therapist self-care strategies, providing multiple opportunities for ongoing therapist support and collegial relationships, and encouraging therapist collaborations and consultations. Therefore, the training reviews the principles of evidence-based HBFT practices while providing several experiential opportunities for therapists to share ways to connect the evidence-based principles with specific strategies and techniques for conducting culturally competent HBFT.
Components of the HBFT Partnership
Integrated throughout the training are specific strategies necessary for prioritizing therapist selfcare and use of supervision to reduce the stress and potential burnout that is often associated with providing varying types of therapy (Bakker and Schaufeli 2001; Carroll et al. 1999) . Use of the Professional Quality of Life Scale (ProQOL R-IV, (Stamm 2002 ) provides a measure for therapists to assess personal levels of compassion satisfaction, compassion fatigue, and burnout. The online learning modules are designed to provide advanced training in four different areas: Therapeutic Skills, Family Issues, Therapist Self-Care, and Supervision. Modules address therapeutic skills most relevant to HBFT, including crisis management, cultural competency, and safety training. Those focusing on family issues train clinicians to work with families who have a member with a chronic medical condition and with stepfamilies. Modules on therapist self-care address unique HBFT factors that influence clinicians' ability to manage anxiety, prevent burnout, and balance their personal and professional lives. A supervision module explores ways therapists can effectively use supervision to manage appropriate boundaries between their personal and professional lives, access available resources, receive guidance and support, and simultaneously maintain varying points of view in their work with clients. Through the most recent contract, CDs were developed to enable therapists to listen to the content of three of the modules while they travel to and from families' homes. When clinicians return to the office after listening to the CD, they are able to log onto the module, review content they would like to explore in greater depth, access supporting literature, and participate in discussion threads. Lastly, they complete a post-test to signify their completion of the module and evaluate their understanding of the material.
Providing a statewide training plan requires an increased understanding of the common components shared by the varying models of HBFT. This understanding informs the development and delivery of training to and support of HBFT therapists. Each of the training opportunities is designed to address the common components of the current evidenced-based models of HBFT.
Common Components of HBFT Evidence-Based Practice
There are a few widely known and well-established evidence-based, home-based, family therapy, family preservation, and community-based approaches. These approaches are designed to work with specific client family populations where a child is at risk for out of home placement.
Functional family therapy (FFT) has been applied to work with families with a youth who is at risk for delinquency, violent behaviors, and drug use (Sexton and Alexander 2000) ; multisystemic therapy (MST) has guided work with youth exhibiting antisocial behaviors and substance abuse ( Each model describes a therapeutic process that is time-intensive for the family and the therapist; collaborations occur among the therapist, family members, clinical supervisors, and other professionals within the community; and treatments facilitate family change over a relatively brief period. The evidence-based treatments use standardized approaches that are responsive to the distinct features of the family and the issues they are currently facing. Because HBFT is demanding work, evidence-based models suggest that therapists carry limited caseloads, allowing the therapist to make longer and more frequent visits with families. Furthermore, the demands on the therapist necessitate continuous and consistent administrative and supervisory support. Despite subtle differences between the models, each addresses similar components including the environment and context, the family roles and expectations, the therapist roles and expectations, the therapeutic relationship, and the goals of clinical work. 
Environment and Context
An HBFT approach utilizes the environment and contexts of the home to assess and treat families.
The home provides access to a family's natural setting while the therapist's visit demonstrates a therapist's willingness to enter that environment and access the resources available in the home and surrounding community. The HBFT Partnership assists clinicians in examining ways to adapt treatments to address and incorporate elements of the home environment while offering ways to overcome barriers to service provision.
HBFT creates opportunities for direct translation of therapeutic processes into a family's daily living. The home environment offers the therapist multiple opportunities to experience the family's home life without relying simply on reports of those experiences. However, while the home offers certain advantages, it also brings disadvantages. For instance, while unexpected visitors, phone ringing, or television volume provide data about the family's daily life, they also may disrupt the therapy process. Cherniss and Herzog (1996) note that distractions can be used to empower the family to manage their own boundaries in the midst of competing demands. The HBFT Partnership trainings attempt to guide clinicians to view "distractions" as important data revealing the family's lived experiences and opportunities for direct intervention.
Some have suggested that the therapist's home visit sends an implied message to the family that the therapist is going the extra mile to meet the family and address their issues (Christensen 1995; Woodford et al. 2006) . In addition, the therapist has several opportunities to use the immediacy of in-home experiences to help raise the family's awareness of issues and engage the members in specific, change-making behaviors. The HBFT Partnership reminds clinicians about the powerful effect of their efforts to meet the family in their own space as aspects of developing a level of trust with and demonstrating respect for the family.
On another level, home-based work is community-based work. While there are multiple resources within the home that inform therapy, the context of that home in the broader community serves to further broaden the scope of treatment, utilizing available resources such as relationships with neighbors and friends as well as school, church, and civic organizations. Establishing more direct connections with these resources may reduce the family's need for formal human service system involvement over time. While HBFT therapists often feel isolated from their supervisors and colleagues, the HBFT Partnership explores ways the clinicians can develop potential partners with those in the family's surrounding community.
Family Roles and Expectations
An HBFT approach recognizes a family's unique position of familiarity, comfort, and authority in their own home. HBFT is often chosen because other office-based approaches have not been Brymer and Phillips (2006) and Cortes (2004) suggest that the involvement of social service systems with a family may, over time, create an expectation of the system's ongoing presence.
Visiting the family in their home has the potential of inverting roles and expectations and reestablishing the family's place "in the driver seat" of the therapy process and ultimately informing the decisions affecting their lives (Osher and Osher 2002) . Training is focused on helping HBFT clinicians to use the family's "host" role to actively participate in treatment.
Therapist Roles and Expectations
The HBFT Partnership trainings equip clinicians with the awareness and skills needed to assist them in transforming the home environment from a living space to a therapeutic space. Identifying resources that can inform the therapist's understanding of the family's daily experiences, the therapist more effectively addresses current issues in the context of ongoing family interactions.
Training is focused on ways to embrace the "guest" status and enable clinicians to listen, interact, and interpret their experiences in the home. The trainings give attention to the family's culture and, therefore, enable clinicians to hold assumptions and judgments about their experiences tentatively.
Therapists are equipped to make the following adaptations: modifying office-based practices to work in the home, adjusting responsibilities associated with being a visitor rather than a host, adapting therapeutic skills that use the additional data offered by the home context, and monitoring the tension between responsibilities associated with work with the family and responsibilities to the agency.
HBFT enables the therapist to learn information in the first visit that may take several sessions of listening to family descriptions in the office. Doing therapy in the home provides a dramatic representation of the family experiences and environment-information the family may not think to report or have words to describe. Direct observations and experiences while interacting with the family in their home provide the therapist familiarity with the family members' experiences (Slattery and Knapp 2003; Snyder and McCollum 1999) . However, while the visit provides an opportunity to collect additional data, home-based therapists often experience decreased control of the therapeutic milieu that accompanies their role as a visitor in the home environment. Woodford et al. (2006) and Snyder and McCollum (1999) note that the therapist's guest status, in an unfamiliar environment, challenges the therapist's control and, therefore, perceived level of comfort and safety.
HBFT trainings challenge therapists to appropriately determine their role with the family.
Therapists are encouraged to continually compare their own perceptions of their role with the family members' views of and responses to their role. Fouad and Arredondo (2007) suggest that a culturally competent therapist engages in a continual process, both inside and outside of the therapeutic environment, seeking ways to improve "awareness of self, knowledge of others, and skills and interventions" (p. 8). The implication of these active efforts suggests that the therapist is ethically obligated to provide a therapeutic process that is responsive to the family and the family's culture. As Lindblad-Goldberg et al. (1998) 
note,
The greatest clinical challenge is to create, in essence, a wide-angle therapeutic lens that allows the therapist to conduct a comprehensive assessment, and at the same time, a focusing mechanism to zoom in on the key elements requiring change within the defined treatment period. (p. 143)
Cultural competency provides the therapist with the ability necessary to work with the family while adhering to a respectful, curious, and collaborative approach.
Therapeutic Relationship
Interdisciplinary collaboration at varying levels is a hallmark of HBFT ( 
Goals of Clinical Work
Finally, the HBFT Partnership addresses the importance of developing treatment goals that intentionally incorporate the information and resources available in the family's natural environment. Trainings assist clinicians to use overarching principles of contextual goaling that orient the goals toward parent empowerment and increase access to natural supports. A child's diagnosis(es) and risk for out of home placement are the issues that precipitate a family's referral for HBFT in Kansas. While a diagnostic focus on the child makes financial and social service resources available to the family, the therapeutic focus remains on the family system of which that child is one part (Sheidow and Woodford 2003) . Despite the individual designation, the whole family system is addressed. Attention is paid to the ongoing interaction patterns between the members and the available instrumental, emotional, and relational resources they share (Slattery and Knapp 2003; Woolston et al. 1998) . Curtis et al. (2004) explain that the treatment is focused on the family relations that serve as the context for the child's behavior with an equally important awareness of the home and community that serve as contexts for the family. Treatment situates the family within larger contexts of extended family, community, social services, and faith communities (Brymer and Phillips 2006; Crenshaw 2004; Woolston et al. 1998; Zarski and Zygmond 1989) . Within the family context, attention is given to the parental and sibling roles and the mutually influencing effects of each. Additionally, a focus on empowering parents reflects ways they become vital resources used to facilitate pragmatic changes within the family.
While HBFT addresses family specific goals, the trainings assist clinicians to achieve meta goals that may lead to ongoing family success. Meta goals focus on equipping families with: increased access to resources, improved generalizability of skills applied to new situations, greater awareness and use of family strengths, and increased awareness and involvement in the community.
Factors Influencing the Decision to Use an HBFT Approach
As with any therapeutic approach, HBFT models have strengths and limitations. In this section, we address the indications and contraindications for using an HBFT approach. We also address ways the HBFT Partnership assists in the decision-making process to determine when an HBFT approach is appropriate. A decision to use HBFT involves the examination of three different dimensions of clinical work: (1) family presenting issues, (2) historical and current course of treatment, and (3) therapist characteristics and competencies. Determining a "good fit" for using HBFT entails making a determination about the costs and benefits as compared with other treatment modalities.
Benefits of utilizing an HBFT approach reflect decreased numbers of foster care placements thus increasing family involvement, preserving the integrity of the family, and limiting the additional psychological and financial costs that are associated with out-of-home placements (Cortes 2004; Fuller 2004; Woodford 1999) .
Indications Specific to HBFT
Families considered for involvement in HBFT tend to have multiple problems, increased risk of the child being placed out of the home, and limited treatment accessibility (Lindblad-Goldberg et al. 1998 ). The HBFT Partnership trains clinicians to offer novel approaches to address specific clinical issues, overcome barriers to treatment, identify problems arising with previous treatments that have had limited success, and organize family involvement with multiple systems.
Several studies have suggested that a home-based approach has demonstrated reasonable degrees of effectiveness in addressing the following clinical issues: children identified as "seriously emotionally disturbed" or as having a "serious emotional disturbance" (Cherniss and Herzog 1996; Curtis et al. 2004; Fuller 2004; Schmidt et al. 2006; Sexton and Alexander 2000; Stinchfield 2004; Woodford 1999; Woolston et al. 1998; Zarski and Fluharty 1992) ; children and adolescents exhibiting antisocial behaviors, juvenile delinquents, and those involved with Juvenile Justice Services (Cherniss and Herzog 1996; Curtis et al. 2004; Sexton and Alexander 2000; Woodford 1999; Woolston et al. 1998; Zarski and Fluharty 1992; Zarski and Zygmond 1989) ; children with autism (Cottrell 1994) ; children in need of foster care (Fuller 2004) ; and families more broadly defined as multiproblem, at-risk, or multi-challenged (Adams and Maynard 2000; Cortes 2004; Johnson et al. 2002; Schacht et al.1989; Slattery and Knapp 2003; Snyder and McCollum 1999; Zarski and Zygmond 1989) . Each of these articles has revealed that families involved in HBFT have experienced greater benefits than those who engaged in traditional, office-based treatment approaches. Results have included member symptom relief, improved family interactions, and families' increased awareness and access to community resources.
Some also have suggested that HBFT approaches provide a way to overcome various physical, psychological, emotional, and cultural barriers to treatment. Families who experience physical barriers often lack transportation, live a considerable distance from a mental health agency, or include a family member who has physical conditions limiting mobility. Visiting the home increases access to and inclusion of family members who might not otherwise attend therapy in the office (Cortes 2004; Cottrell 1994; Schacht et al. 1989; Woodford 1999; Zarski et al. 1991; Zarski and Zygmond 1989) . Psychological and emotional barriers are reflected when a key family member resists attending treatment in the office (Schacht et al. 1989; Zarski and Fluharty 1992; Zarski and Zygmond 1989) , or when family members fear and distrust social services and assume that attending therapy in an office may jeopardize the family's perceived security (e.g., immigration status). Cultural barriers often relate to a family's conceptualization about family boundaries. An example occurs when family boundaries are closed, suggesting that a member should turn toward the family for help rather than away from the family to seek help outside of the family system. Families with rigid boundaries may overcome the cultural barrier to treatment if they perceive a therapist's visit to the family home as relieving them of having seek help outside but may simultaneously feel challenged while allowing the therapist into the family milieu.
An HBFT approach is often warranted when a family has experienced limited or no change resulting from past treatment efforts employing other treatment modalities (Schmidt et al. 2006) . Furthermore, HBFT has been indicated when a member has not improved after a series of hospitalizations (Schacht et al. 1989; Zarski and Zygmond 1989) , his or her condition is directly associated with family interactional patterns, or changes have not resulted in a sustainable resolution of the presenting problems (Fuller 2004) . HBFT treatment also has been indicated when family members have difficulty generalizing learning and experiences from treatment interventions to daily living outside of the treatment setting (Woods 1988 ).
Families involved with multiple systems may experience additional support when an HBFT approach facilitates ongoing consultations and collaborations between those systems. Families involved in multiple systems often experience stresses associated simply with the time and involvement of interacting with the differing agencies, including coordinating multiple appointment schedules, problem-solving transportation issues, and taking time off from work. These stressors are further exacerbated when the family is faced with responding to and resolving competing expectations. The cross-system coordination of services establishes compatible resourcing and scheduling to meet the family needs.
The HBFT Partnership trains clinicians to foster a therapeutic relationship that utilizes the home environment, identify family roles and expectations, and assess barriers to treatment using a culturally informed approach. The one-day training leads clinicians through an hour and a half experiential exercise exploring cultural differences; reviewing implications for referrals, assessment, and treatment; and examining the relationship of cultural issues and self-of-thetherapist issues.
Contraindications Specific to HBFT
A thorough review of the literature todate revealed very few explicit contraindications for using an HBFT approach. Those that are mentioned tend to apply to therapy in general and family therapy in particular. The issues raised reveal potential concerns for using an HBFT approach when families give evidence of the following: active abuse, violence, or neglect; acute psychiatric or medical crises or untreated substance abuse; negative perceptions of treatment; and repeated unsuccessful HBFT treatments. An additional factor that potentially contraindicates using an HBFT approach occurs when a therapist lacks an appropriate skill level for managing the additional challenges of providing therapy in the home environment.
Family therapy offered in the office or the home has been contraindicated when family members are at risk of exposure to emotional or physical abuse, violence, or neglect within the context of those relationships. Chaffin (2006) , Epstein (1997), and Littell (1997) examined the results of family preservation services and suggested that there is limited evidence of long-term effectiveness of addressing those issues. They each suggest the need for additional rigorous studies that evaluate the process of treatment to determine the mechanisms that lead to sustainable outcomes. Treatments involving families presenting with abuse or neglect potentially jeopardize the safety of the least powerful members. HBFT under those circumstances also may present safety risks to the therapist who lacks immediate access to supervision and other supports (Cortes 2004; Fuller 2004) .
Therapist safety in the home is often compromised by other specific hazards such as aggressive dogs, no cell phone coverage, and the potential threat of angry clients (Christensen 1995) .
Family therapy that is provided without first addressing a family member's acute medical or psychiatric crises or untreated substance abuse could lead to further instability, thus rendering therapeutic efforts ineffective. Family therapy has repeatedly been acknowledged as an effective modality to work with families with a member who is abusing a substance (Becker and Curry 2008; Henggler et al. 1996; Rowe and Liddle 2003) . However, HBFT would be contraindicated if it simply focuses on the substance-abusing member (Steinglass 2009 ), or if that member is actively using substances and resists addressing the impact of his or her substance abuse or dependence on the family. Working with the family system while at least one member remains substance-impaired may result in unduly burdening the other members with an implied message that suggests they take complete responsibility for the change process. This work also raises potential safety risks for the other family members and the therapist visiting the home.
A review of a family's past or present course of treatment may reveal reasons that preclude using an HBFT approach. Such reasons include demonstrations of unresolved issues, involvement in perpetual cycles of crises, exhibiting repeated resistance to or absence from treatment, or continued displays of a distractive and chaotic home environment. The first three family issues often precede an HBFT referral. These issues reflect unaltered family patterns that have rigidified over time and can appear resistant to clinical efforts. When family members have integrated these patterns despite repeated involvement with in-office treatment, it is reasonable to suggest that the prior treatment approaches actually may have reinforced the family members' responses. These three enduring conditions signal the difficulties inherent in much of the work referred for HBFT. Furthermore, if the family referred for HBFT also perceives the additional efforts as simply more in a long series of ineffective and imposing experiences, then an HBFT approach may also be ineffective.
Families often enter into a series of HBFT treatments involving many different therapists. A family demonstrating little or no evidence of success despite previous intensive home-based treatments suggests either (1) the treatment approach has not been appropriately matched and responsive to the family, or (2) the family has not reached a level of readiness to change needed to engage in additional home-based work (Prochaska and Norcross 1999) . Families with these experiences may demonstrate their dissatisfaction with or a lack of buy-into the treatment process through repeated absences when a therapist arrives at the home for a session or active resistance to treatment interventions. These responses suggest that the current contract for treatment requires review, adjustment, and perhaps, reconsideration of the provision of HBFT at the current time.
The remaining issue that may contraindicate using an HBFT approach reflects potential gaps in the skill level and training of clinicians attempting to utilize the home environment. A therapist's ability to guide treatment while navigating through the unique challenges of HBFT requires specialized skills that are often missing from graduate training programs (Cortes 2004; Lawson and Foster 2005) . Those skills include: deliberate and integrated use of the home environment in developing goals and interventions; adapting treatment to involve children, adults, and the whole family system; managing proper professional boundaries that honor the distinctions among family member and clinician roles and responsibilities; effectively transforming the "home visit" into therapeutic work; and matching services to the family needs. The increasing difficulty and intensity of working with families in their home requires the clinician to develop specialized skills. Lawson and Foster (2005) suggest that "In situations such as home-based counseling, where the treatment environment is unstructured, the counselor must be functioning at a higher conceptual level for the counseling interactions to be effective" (p.155). When those skills are absent or underdeveloped there is a potential to undermine HBFT treatment effectiveness and reify a family's negative perceptions concerning the value and efficacy of therapy (Cortes 2004; Lawson and Foster 2005) .
HBFT trainings assist clinicians in decision-making and equipping processes needed to determine whether HBFT is the appropriate modality for use with particular families. The trainings help clinicians to reflect upon their existing skills and identify additional skills needed to meet the demands of an HBFT approach. The trainings encourage exploration and skill development to enable clinicians to develop plans that insure adequate safety, utilize supervision and collegial support, identify areas needed for additional training, and establish an ongoing program of selfcare.
Conclusion
The HBFT Partnership was developed to meet the demand for a statewide dissemination of training and support of HBFT therapists designed to meet the unique challenges of home-based work in varying contexts. Process and outcome evaluations are being developed to examine the effectiveness of individual components of the partnership. These evaluations will assess the effectiveness of the training approaches, the relevance of the topics, and the impact of clinicians' participation in the various partnership components on their work. The relationships among the following variables will also be examined: therapist levels of clinical experience and training, therapist learning, and the impact of varying strategies of self-care and supervision on treatment effectiveness. Outcome evaluations will compare the training data with the data available from state agencies reflecting the frequency of families' use, types, and extent of therapeutic services.
The continued development of the HBFT Partnership faces significant challenges inherent to collaborating with diverse agencies and clinicians from various disciplines. However, focusing on the common components of HBFT has enabled us to develop trainings with a broad appeal and application. The ongoing emphasis on collaboration has enabled us to become aware of that diversity while tailoring our approaches to meet the varied training needs.
